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WHO based epidemiological reports list cardiovascular and cerebrovascular diseases, 
cancer, trauma, tuberculosis and other infectious diseases as being mainly responsible 
for the major part of the global burden of disease. However, no reliable international 
comparative epidemiologic data exist on critical illness syndromes such as acute lung 
injury, sepsis syndrome, multiorgan dysfunction or increased intracranial pressure, all of 
them being potentially the consequence of these above quoted diseases. Reported data 
are unreliable due to several fundamental challenges. Firstly, diseases requiring critical 
care management do not have one single diagnostic test. Definitions of critical illnesses 
as sepsis, severe sepsis and septic shock syndrome, acute lung injury, increased 
intracranial pressure and decreased cerebral perfusion pressure, metabolic crises of 
brain tissue due to primary or secondary brain injury are based on a wide variety of 
clinical, laboratory, radiologic, electrophysiologic criteria and are usually defined in 
consensus conferences and are under continuing debate. Since many of these 
consensus statements lack reliability even in northern/western countries, even more in 
areas with limited resources –limited resources affecting the accuracy of diagnostic and 
therapeutic management of such diseases – comparative epidemiology is extremely 
challenging. 
Secondly, critical illness syndromes have usually a relatively short prodromal stage, 
necessitating a highly developed emergency medicine strategy, and in spite of this, they 
still carry high short term mortality, which may be higher in countries with no or little ICU 
and emergency medicine resources. This fact limits the prevalence of such cases in 
hospitals considerably, rendering comparison in epidemiological and clinical aspects 
virtually impossible.  
In addition, i.e. thirdly, existing administrative databases are extremely hard to study or 
to extract reliable data from, because critical illness is not defined by a single procedure 
nor well captured by hospital coding.  
Fourthly, the epidemiology of critical illness depends on the availability and density of 
ICU resources, thus confirming the notion that critical illness is non-existing without 
ICUs, specific organ related critical illnesses are rarer diagnosed (and later in the course 
of disease, leading to increased morbidity and mortality) in a setting without the specific 
ICUs.  
Finally, mortality is directly related to the availability of emergency medicine, critical care 
medicine and, in particular, specialist critical care medicine. Therefore, comparative 
point prevalence studies may lead to gross mis-interpretation or mis-estimation of the 
true prevalence and incidence rates, respectively.  
It must be noted that the epidemiology of critical illnesses depends grossly on the 
density of other/all other health services since a good number of critical illnesses are the 
side effect of other diagnostic or therapeutic interventions, as surgical procedures, organ 
transplantation, invasive monitoring measures, bone marrow transplantation, 
chemotherapies etc.. Therefore, the comparison of the availability of critical care facilities 
without comparing the entire disease spectrum and medical services must lead to 
incorrect results and is little helpful for medical doctors, and health politics. 
 
